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Objective: to identify and classify the degree of family risk in a Family Health Center by means 
of a multidimensional evaluation instrument. Method: a cross-sectional study, with a quantitative 
and descriptive design, which evaluated 927 families registered in the center, which covers 
five micro-areas. The Coelho and Savassi Scale was applied, this consisting of 13 sentinels of 
evaluation of the social risk, using secondary data available in the File A of the families’ medical 
records, in the last trimester of 2011. The data was analyzed using the SPSS (Statistical Package 
for the Social Sciences) for Windows software, version 18.0. Results: among the families studied, 
68.5% were classified as not being at risk. It was ascertained that the smallest proportion 
of at-risk families (8.2%) was found in micro-area 1, and that micro-area 4 had the highest 
proportion (55.9%). The most-prevalent risk situations were poor conditions of basic sanitation, 
systemic arterial hypertension, diabetes mellitus and drug addiction.  Conclusion: this study’s 
results make it possible to create support for the planning of home visits, to implement health 
surveillance actions, and for health professionals to better understand the vulnerabilities of the 
families attended.
Descriptors: Social Vulnerability; Family Health; Home Visit.
Classification of Family Risk in a Family Health Center
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Introduction
The Family Health Strategy (FHS) aims to reorganize 
primary care in Brazil according to the precepts of the 
Unified Health System (UHS ). It is considered a strategy 
for the expansion and qualification of this service, as it 
supports the re-orientation of the work process such that 
it may have greater potential for deepening its principles 
and directives and for extending its resolutive power and 
impact on people and society’s health situations, besides 
providing a cost-effectiveness ratio(1).
The Family Health Centers’ (FHC) work process 
proceeds based on delimitation of the territory in which 
they act, and surveying and recognition of the allocated 
area, in which they must carry out actions based on 
criteria of risks to health, seeking to widen family care 
practice(2). Health Surveillance is integrated into this 
work process as an important activity, seeking to identify 
the health needs of the allocated families(3). For this, it 
is necessary to investigate the families’ structures and 
functionality, so as to optimize surveillance actions and 
the resources available, proposing interventions which 
are commensurate with the needs identified.
A family is considered to be a set of people linked by 
blood ties and domestic dependence and who are resident 
in the same house(4), as well as being an indispensable 
protective unit for its members, as it provides affective, 
material and educational contributions, necessary for 
the development and well-being of its components(5).
Therefore,, the assistance to the family as a care 
unit – proposed by the FHCs, entails the construction of 
a link between the health professionals and the service 
users which will allow co-responsibilization for health 
care(1). For this, the assistance given in this service must 
not be limited to the direct care to the individual, but 
must also involve the planning of health actions, taking 
into consideration that each family has its own way of 
organizing so as to share care responsibilities(6).
The Home Visit (HV) is one of the FHC’s work tools, 
and allows the service to carry out health promotion 
activities, activities to prevent harm to health, and health 
surveillance, in addition to monitoring all the families 
and individuals under its responsibility, according to the 
needs defined by the team(2). It is a means of finding out 
about the population’s reality, of establishing links with 
the service user, and of understanding the dynamics of 
the family relationships(7). In the ambit of the FHC’s work 
process, it is necessary to establish criteria for planning 
care, carrying it out, recording data and evaluating the 
care process.
One of the criteria which has been used for the 
planning of the HVs and the appropriate allocation of 
resources is the evaluation of family risk(8-9), through the 
identification of the risk factors to which the family is 
exposed. The understanding of each family’s life context 
allows the planning of actions which are specific to each 
context and which are commensurate with the resources 
available to each family(7). It was ascertained, however, 
that there is a shortage of Brazilian studies addressing 
this issue, to support decision-making in health and to 
allow intra- and inter-regional comparisons.
Thus, the evaluation of family risk appears as a 
proposal for differentiating the families belonging to 
the same area of coverage, so as to identify risk factors 
which explain the prioritization of attendance. For the 
present study, risk is related to the identification of the 
presence of characteristics, whether in the family or in 
an individual belonging to it, putting it/them at a greater 
or lesser probability of exposure to factors which are 
prejudicial to health, and which may come to cause 
physical, psychological or social harm(9).
In this context, it becomes necessary for the 
health team to identify the factors which contribute to 
the situation of family risk. In this way, this study can 
contribute to the planning of HVs and other surveillance 
actions, as well as the appropriate allocation of health 
resources, in a way that prioritizes the most vulnerable 
families, so as to be fair and provide care in a resolutive 
way. Therefore, the aim was to identify and classify the 
degree of family risk in a FHC, as well as the factors 
which contribute to this, by means of a multidimensional 
evaluation instrument.
Methods
This is a cross-sectional study, with a quantitative 
and descriptive design, undertaken in the Nossa Senhora 
de Belém FHC in the municipality of Porto Alegre, in the 
state of Rio Grande do Sul (RS). The center, set up 
in 2008, covers 3,145 inhabitants, distributed among 
929 families. The choice of this locale was owed to the 
health teams’ interest in increasing their knowledge of 
the families associated to the above-mentioned Health 
Center, which is a field for placements and undertaking 
of research projects and extension courses run by 
the Federal University of Rio Grande’s Nursing School 
(NS/FURG).
The population study was composed of all the 
families allocated to the above-mentioned center. Two 
residential homes for the elderly were excluded from 
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the study, as, although these were registered in families’ 
medical records, they were characterized differently 
from the other domiciles. As a result there was a total 
of 927 families.
For the identification and classification of family 
risk, the Family Risk Scale was applied(9). This aims to 
determine the social risk of the families allocated in the 
FHCs, seeking to reflect the potential for illness of each 
family nucleus.
The information needed for filling out the above-
mentioned instrument was collected through consulting 
the File A from the Primary Care Information System 
(PCIS)(10), which is used for registering the families in 
the FHCs. This file, available in the families’ medical 
records, is filled out by the Community Health Workers 
(CHW), during the first HVs and is updated according to 
the changes in the family dynamics. No instances of files 
filled out inadequately were found, and clarifications 
were sought from the CHW of the corresponding micro-
area when necessary. 
The Form A covers a series of information which 
makes it possible to identify the reality in which the 
families are integrated, this including: identification, 
demographic and health situation data for all the 
individuals, separated by age group from 0 to 14 years 
old and 15 years old and over: date of birth, age, sex, 
literacy, occupation, illness or condition mentioned, 
housing situation, and basic sanitation.
The instrument applied is made up of 13 risk 
sentinels: 11 of individual character, such as people who 
are bed-ridden, who have a physical disability, a mental 
disability, or serious malnutrition, these corresponding 
to three points for each occurrence; drug addiction 
and unemployment, which correspond to two points 
for each occurrence; illiteracy, child younger than six 
months, older adult over 70 years of age, and people 
with systemic arterial hypertension (SAH) and diabetes 
mellitus (DM), which correspond to one point for each 
occurrence on the Scale. The non-individual sentinels 
are the poor sanitation conditions, which correspond to 
three points, and the person/room ratio, which scores 
three points if greater than one, two if equal to one, and 
zero if less than one. The sum of these items gives a 
total score, later classified in degrees of risk: a score of 
0 to 4 (without risk), a score from 5 to 6 is classified as 
R1 (low risk), a score of 7 to 8 as R2 (medium risk) and 
any score over 9 as R3 (maximum risk).
The secondary data was collected in the FHC itself, 
in the period October – December 2011, by student 
nurses from the NS/FURG, through consultation of 
the PCIS File A of the families attended in the above-
mentioned health service.
The data was tabulated in the Excel program and 
transported to the SPSS program for Windows, version 
18.0, for the undertaking of statistical analysis. The 
value of p<0.05 was considered statistically significant.
The research project was approved by the Research 
Ethics Committee of the Porto Alegre (RS) Municipal 
Health Department under Decision n. 001.036704.11.3.
Results
Of the 927 families evaluated, it was observed that 
the majority 635 (68.5%) did not present risk situations. 
However, it stands out that a significant number of 
families (292-31.5%) presented some type of risk. 
Table 1 shows the differences between the mean and 
the Standard Deviation (SD) of the risk score according 
to each Micro-Area (MA) evaluated.
Table 1 - Distribution of Means and Standard Deviation 
(SD) of the risk scores according to the micro-areas of 
the FHC evaluated in Nossa Senhora de Belém, Porto 




Total of families Mean of Risk 
Scores (±SD) p*N %
MA 1 220 23.7 1.55±1.81 <0.001
MA 2 178 19.2 3.02±292
MA 3 172 18.5 2.84±2.68
MA 4 229 24.7 5.17±2.29
MA 5 128 13.8 3.96±2.51
Total 927 100 3.3±2.75
In relation to the proportion of families at risk, 
according to the data in Table 2, it was observed that 
in relation to the families with some degree of risk, the 
majority 175 (59.9%) presented lower risk, it being 
the case that the highest score found for the maximum 
risk was 15 points on the Scale. It stands out that MA4 
presented a higher proportion of families classified 
as Risk 3, that is, at higher risk, different from MA1 
which presented only one family classified with this 
degree of risk.
The variables which most contribute to the families’ 
situation of risk, according to the data presented in Table 
3, were the poor sanitation conditions in 41% of these 
families, followed by systemic arterial hypertension 
(SAH) (31.4%) and drug addiction (18.2%).
It was also observed that the micro-area with the 
highest proportion of families at risk was that which 
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presented the highest number of families with conditions 
of poor sanitation, drug addiction, unemployment and 
presence of SAH and DM. 
In relation to the presence of risk sentinels in the 
families evaluated, those referent to children younger 
than six months, older adults aged over 70, and SAH 
were the most frequent in the families categorized as 
not being at risk. In relation to those classified with some 
degree of risk, what stood out was the poor conditions 
of sanitation, drug addiction, SAH, and the person/room 
ratio greater than 1.
Micro-areas
(MA)
Families not at risk Families at risk Total of families at risk
N % Risk 1 Risk 2 Risk 3 N %
MA 1 202 91.8 12 5 1 18 8.2
MA 2 130 73 25 13 10 48 27
MA 3 129 75 27 11 5 43 25 
MA 4 101 44.1 71 39 18 128 55.9
MA 5 73 57 40 10 5 55 43
Total 635 68.5 175 78 39 292 31.5




Bed-ridden 1 10 11 1.2 <0.001
Physically disabled 6 16 22 2.4 <0.001
Mentally disabled 5 22 27 2.9 <0.001
Poor sanitation conditions 155 225 380 41 <0.001
Malnutrition - 3 3 0.3 0.011
Drug addiction 34 135 169 18.2 <0.001
Unemployment 6 52 58 6.2 <0.001
Illiteracy 10 29 39 4.2 <0.001
Child below six months 11 7 18 1.9 0.49
Older adult over 70 years old 48 42 90 9.7 0.001
Systemic Arterial Hypertension (SAH) 175 116 291 31.4 <0.001
Diabetes mellitus (DM) 35 58 93 10.1 <0.001
Person/room ratio† 108 139 247 14.8 <0.001
Table 2 - Classification of families according to the family risk, by MA, in the FHC in Nossa Senhora de Belém, Porto 
Alegre, RS, Brazil, 2011
Table 3 - Distribution of the risk sentinels present in families attended in the FHS center in Nossa Senhora de Belém, 
Porto Alegre, RS, Brazil, 2011
Table 4 - Distribution of mean of family risk according to the presence or absence of the sentinels in the families 
evaluated. Porto Alegre, RS, Brazil, 2011
*Chi-squared test
†For this sentinel, families were considered which scored the values (2) or (3)
It was observed that the means of family risk 
were significantly higher in families with the presence 
of any of the sentinels, when compared to those with 
the respective sentinels absent (Table 4). The highest 
variation in means occurred between families presenting 
individuals with malnutrition and unemployment, when 
compared to the means of risk of those with these 
sentinels absent. (Table 4).
Sentinels Present (mean ± SD) Absent (mean ± SD) p*
Bed-ridden 6.55 (±1.75) 3.26 (±2.74) <0.001
Physically disabled 6.95 (±3.44) 3.21 (±2.68) <0.001
Mentally disabled 7.15 (±3.25) 3.18 (±2.66) <0.001
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Table 4 - (continuation)
* Student T test
†For the presence of this sentinel, families were considered which scored the values (2) or (3).
Sentinels Present (mean ± SD) Absent (mean ± SD) p*
Malnutrition 11.0 (.61) 3.27 (±2.72) <0.001
Drug addiction 6.25 (±2.65) 2.64 (±2.31) <0.001
Unemployment 7.57 (±3.12) 3.01 (±2.48) <0.001
Illiteracy 6.41 (±3.27) 3.16 (±2.65) <0.001
Child younger than six months 5.0 (±2.61) 3.27 (±2.75) <0.001
Older adult over 70 years old 4.36 (±2.44) 3.19 (±2.76) <0.001
Systemic Arterial Hypertension 4.09 (±2.71) 2.94 (±2.70) <0.001
Diabetes mellitus 5.18 (±2.71) 3.09 (±2.68) <0.001
Person/room ratio† 5.15 (±2.76) 2.63 (±2.43) <0.001
Discussion
Comparative analysis was difficult because there 
are few studies in the literature addressing family risk. 
It is also considered that although the areas covered 
by the FHC correspond to those which are more 
vulnerable, there are important inter- and intra-regional 
geographical and socio-economic differences, which may 
possibly interact with a community’s health conditions. 
The differences found in the present study between 
the mean family risk scores between the micro-areas 
indicate that although these families belong to the same 
FHC coverage area, there are important divergences 
regarding the social aspects which may influence the 
individuals’ state of health. Social inequality impacts 
quality of life and, as a result, the health of the families 
and the individuals, as health is related to suitable living 
conditions and to fair social and economic policies(11). 
Hence, these results can contribute as much to the 
planning of HVs and other health surveillance actions 
as to the appropriate allocation of resources, among the 
health care directed at these families in the FHS(12).
The differences found in the present study 
indicated micro-area 4 as having the highest mean 
risk score, this standing out from the others. This 
suggests the importance of there being local planning 
which is differentiated, taking into account an area’s 
specific characteristics. The characteristics of a specified 
community correspond to a diversity and complexity of 
factors which influence the local health and how these 
variables relate to each other(12).
In this research, the largest proportion of the families 
evaluated is classified as not at risk (68.5%). One study(9) 
undertaken in a FHC in the municipality of Contagem in 
the Brazilian state of Minas Gerais also found a higher 
proportion of families not at risk, albeit at a significantly 
higher percentage than in the present study (96%). In 
contrast, another investigation(8) carried out in Espírito 
Santo State showed that 55.4% of the families evaluated 
presented some type of risk. These results show that 
although the FHC have more vulnerable areas as their 
principal fields of action, there are nevertheless important 
local differences which must be taken into account in 
the planning of the health actions performed by these 
teams. The fact that MA1 presented a significantly lower 
proportion of at-risk families and that MA4 presented a 
higher proportion, in comparison with the others, may, 
among other aspects, be reflecting important socio-
economic and health differences within the same area 
of FHC coverage. MA1 is more urbanized and has better 
conditions of paving, housing and basic sanitation when 
compared to the others, which may have contributed – at 
least partially – to these local differences. 
The Ministry of Health proposes that FHS actions 
– such as HVs, health surveillance actions, and the 
allocation of primary care resources – should be planned 
based on risk criteria, that is, prioritizing individuals and 
families in situations of greater need and vulnerability(13). 
The assessment of family risk based on a scale with 
domains corresponding to the various areas of health 
makes it possible to analyse the situation of each item 
in an inter- and multi-disciplinary way. In addition to 
this, it encompasses characteristics of the environment 
in which the family is located, which backs up another 
study(8), which proposes that the condition of family risk 
is also related to social factors.
Poor sanitation conditions – the most prevalent 
sentinel among the total of families as well as among 
those at risk – is of extreme importance, as inadequate 
sanitation infrastructure is related to situations of 
greater risk or social vulnerability, and greater morbidity 
and mortality(14).
The SAH, on the other hand, the second most 
prevalent sentinel in the total of the families, was more 
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prevalent in the not-at-risk families than in those at 
risk. This situation shows that some non-communicable 
diseases (NCD), although constituting a health problem 
of great magnitude in Brazil, may not influence an 
increase in families’ risk or vulnerability if appropriately 
managed. They strongly affect poor segments of the 
population and vulnerable groups, corresponding to 72% 
of the causes of death and 75% of the healthcare costs 
in the SUS. This fact shows further the importance of the 
attention to the treatment of these diseases in primary 
care, as to be controlled appropriately, these require a 
combination of medications and non-medication-based 
measures, entailing comprehensive and continuous care 
on the part of the health professionals(15).
Estimates show prevalences of 5.2% of diabetes 
and 21.4% of SAH in the city of Porto Alegre(16). The 
fact that 174 (59.6%) of the at-risk families have one 
or more family member with SAH and/or DM requires 
greater attention in the carrying-out of health actions 
directed at not only the treatment but also at the 
prevention of further cases. 
Drug addiction, the third most prevalent sentinel 
among all the families evaluated, was substantially 
more present in the at-risk families. It is emphasized 
that the use of drugs may be related to other social 
factors, such as unemployment(17), which is also a 
fairly prevalent sentinel in the at-risk families in the 
present investigation. Unemployment, identified in 
52 (17.8%) of the 292 (100%) at-risk families, is 
an important factor for vulnerability, as the health of 
an individual is related to the social determinants of 
health(3,18). Furthermore, unemployment can cause 
insecurity, stress and a greater tendency to alcoholism 
and other drugs, which can in their turn trigger other 
health problems.
The number of at-risk families with a family 
member with a mental illness is another factor which 
must be taken into account in the planning of the FHC’s 
health actions for the community, as often the area in 
which associated communities are found lacks spaces 
with support networks which help in the assistance of 
these people. The social support networks can represent 
an optimizing element for the reduction of other health-
related problems, as they promote greater social 
participation and community inter-relations, producing 
self-confidence and the power to cope with adversities 
in the individuals’ daily lives(19).
The high mean on the risk scale of families with 
individuals with malnutrition, followed by those with 
unemployment, shows the inter-relation between 
social factors and health factors(20), emphasizing the 
importance of a joint approach in the continuous and 
comprehensive care given by primary care professionals. 
The SAH and DM sentinels, on the other hand, presented 
both among the lowest means on the scale – considering 
the families in which these are found – and the lowest 
variability among families in which they are found and 
in which they are not. It is possible that individuals 
with appropriately controlled NCD may not necessarily 
present other social or health problems.
It is important, however, to take into account 
that the fact of the scale being composed of various 
self-reported events implies possible divergence 
between the information collected and the population’s 
real situation. 
The union of various risk factors in one family makes 
it more vulnerable and with more problems, especially 
in the care which must be given to the children and that 
required by the older adults. These population groups 
in general are more dependent on care, which in most 
cases is provided by a family member. The family is, 
often, the ill individuals’ first source of care, such that 
most of the symptoms are treated without coming to 
the attention of the health services network(21). It is in 
the family that the health care – which can contribute 
to compliance with treatment, and make the patient’s 
inclusion in their care possible – is produced(22-23). For 
this, affective, responsible interactions are necessary 
between their members, which must be stimulated 
by the FHC professionals, considering the link which 
these maintain with the community. Also important are 
improvements in the families’ living conditions, through 
social policies which transcend the sectorial approach 
and identify with the family as a cohesive and pro-active 
unit in the resolution of its problems(23).
Conclusions
The present study’s results show that a significant 
proportion (31.5%) of the families registered in a FHC 
was classified as having some degree of risk, indicating a 
condition of social and health vulnerability of them. The 
identification and classification of the degree of family 
risk, as well as the factors which contribute to this, 
through a multidimensional assessment instrument, was 
shown to be a useful tool for the appropriate planning 
and directing of public health policies. 
It may also be observed that the area covered 
by the FHC studied is composed of micro-areas with 
different levels of family risk, reflecting the need to 
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establish strategies to prioritize actions for those 
with the greatest need. This study’s results make it 
possible for health professionals to understand better 
the vulnerabilities of the families attended, seeking to 
contribute to the redirecting of the health care. It is also 
understood that these findings must be discussed with 
the center’s team and with the families in the territory, 
through the local health council, as well as with the 
municipal bodies responsible for improvements in the 
local sanitary conditions. 
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